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Welcome New Employee.

Congratulations on your employment with The Town of Shrewsbury. The following are some of the
benefits available to you.

Health Insurance, Flexible Spending Accounts, Health Savings Accounts, Life Insurance and Altus Dental
benefits are offered to employees hired for a permanent position that work 20 or more regular hours a week.
Coverage is effective as of date of hire.

Health Insurance - You must enroll within 30 days of your hire date or you will be required to wait until
Open Enroliment or when you experience a qualifying event. To enroll, you must complete an
insurance application, a Payroll Authorization Agreement, and provide a copy of your Social Security
card. For a Family plan, please also provide a copy of the city/town issued Marriage

Certificate/Divorce Decree to enroll a current or ex-spouse and copy of the Birth/Adoption Certificate or
Court Order to enroll each child. Copies of Social Security cards are required to enroll any and all
dependents.

Plan details and applications are available on the Town's website, hitps:/shrewsburyma.gov. Click on
Government and under Town Departments click on Treasurer.

The following plans are available:

* Harvard Pilgrim PPO + BCBS Benchmark HMO

+ Harvard Pilgrim Benchmark HMO + BCBS High Deductible

* Harvard Pilgrim High Deductible - Fallon Select Care Benchmark HMO
« Tufts Benchmark HMO « Fallon Select Care High Deductible

« Tufts High Deductible « Fallon Direct Care Benchmark HMO

« Fallon Direct Care High Deductible

Documents attached
» Health Insurance Marketplace Notice

* Health Insurance Rate Sheet +  HIPAA Notice of Privacy Practices

* Plan Comparison Chart + Medicaid/CHIP Notice

+ Payroll Authorization Agreement * Miscellaneous Legal Notices

* Health Insurance Enroliment Forms * Medicare Eligibility Information

+ *Information about Qualifying Events » Medicare Part D Creditable Coverage
* Notice- Enrollment of Adult Children Notice

+ Initial COBRA Rights Notice

1. Flexible Spending Accounts for Medical/Dental Care (up to $2,750) and Dependent Care (upto
$5,000) allow you to set aside a portion of your paycheck on a pre-tax basis. They are offered during
an Open Enrollment period in April with a July 1st effective date. A change in status during the year
allows you to enroll outside of the Open Enrollment window. The following are qualifying events for
enroliment in these plans: New Hire, Marriage, Divorce, Birth, Adoption, and a Return from LOA. The
effective date is the date of the event. You must enroll within 30 days of the qualifying event or you will
be required to wait until Open Enrollment. To enroll, please contact Cafeteria Plan Advisors at 781-
848-9848.

2. Health Savings Accounts - are available to those enrolled in a High Deductible Health Plan. This plan
allows you to make tax-free contributions to an FDIC-insured savings account. Attached is a brochure
and enroliment form. Please contact Health Equity directly with any questions at 1-866-346-5800.



HIPAA Special Enrollment Notice

If you are declining enrollment either for yourself or for your dependents (including your spouse)
because of other health insurance or group health plan coverage, you may be able to enroll
yourself and your dependents in this plan if you or your dependents lose eligibility for that other
coverage (or if the employer stops contributing toward your coverage or your dependents’
coverage). However, you must request enrollment within 30 days after the date your coverage, or
your dependents’ coverage, ends (or after the employer stops contributing toward the other
coverage).*

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement
for adoption, you may be able to enroll yourself and your dependents. However, you must
request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.

Special enrollment rights also may exist in the following circumstances:

¢ If you or your dependents experience a loss of eligibility for Medicaid or a state
Children’s Health Insurance Program (CHIP) coverage and you request enrollment within
60 days after that coverage ends; or '

¢ If you or your dependents become eligible for a state premium assistance subsidy through
Medicaid or a state CHIP with respect to coverage under this plan and you request
enrollment within 60 days after the determination of eligibility for such assistance.

Note: The 60-day period for requesting enrollment applies only in these last two listed
circumstances relating to Medicaid and state CHIP. As described above, a 30-day period applies
to most special enrollments.

To request special enrollment or obtain more information, contact Donna Bouchard, Benefit
Administrator, at benefits@shrewsburyma.gov or 508-841-8539.

*Documentation is required for each life event within 30 days from the life event.

Newborns Act Notice

Group Health Plans and health insurance issuers generally may not, under Federal law, restrict
bencfits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a
cesarcan section. However, Federal law generally does not prohibit the mother’s or newborn’s
attending provider, after consulting with the mother, from discharging the mother or her newborn
carlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under
Federal law, require that a provider obtain authorization from the plan or the insurance issuer for
prescribing a length of stay not in excess of 48 hours (or 96 hours).



3. Life Insurance — Three plans offered through Boston Mutual Life Insurance. You must enroll within 30
days of your hire date. To enroll at a later date you will be subject to medical underwriting.

* Basic Term Life Insurance - a $7,000 term life policy with a $7,000 AD&D benefit.

* Optional Term Life Insurance for the employee, spouse and dependent children. There are no
dividends or cash value.

Employee: increments of $10,000 to $500,000, not to exceed 7 times base pay. Guaranteed
issue is $150,000.

Spouse: increments of $10,000 to $150,000, not to exceed employee's amount. Guaranteed
issue is $30,000.

Dependent: $10,000 for unmarried children to age 19, or up to 25 if full-time students.

* Voluntary Supplemental Insurance — A Whole Life policy with guaranteed issue, without medical
at initial eligibility. Face value is based on the subscriber’'s age and amount of weekly contribution
(with @ maximum contribution of $12.00 per week). Please call Life Plus Insurance Agency at 781-
837-9222 for more information and to enroll.

Documents attached:
e FAQ for Basic and Optional Life Insurance
» Rate Sheet Optional Life Insurance
» Application for Basic and Optional Life Insurance

4. Altus Dental — Town Employees - Contact Benefits Administrator, Donna Bouchard for enrollment
School Employees — Contact School Payroll department for enroliment

5. Insurance Declination Form - must be completed by newly benefit eligible employees who are not
enrolling in Health, Life or Town Dental insurance.

6. Deferred Compensation- Life Annuity Plans-ROTH If interested, contact:

¢ Commonwealth of Massachusetts 457 Deferred Compensation SMART Plan
Eileen Neubert, SMART Plan Representative, Tel: (877) 457-1900, say representative, 4 times,
then enter (extension) 20083 - Email: Eileen.Neubert@empower-retirement.com
» Pacific Life Insurance Company - 457 Deferred Compensation Plan
Michael Farmer, Financial Planner, Tel: (508) 926-1452 - Email: mike.farmer@ifpadvisor.com
¢ ICMA-RC - 457 Deferred Compensation Plan / ROTH
Michael Savage, Certified Retirement Counselor, Tel: (888) 803-2721 msavage@icmarc.org

7. The Town of Shrewsbury Wellness Program funds initiatives that focus on improving our health in
ways that aren't covered through insurance. These programs include yoga classes, coordinated by the
Parks and Recreation department, and other programs through the West Suburban Health Group
including but not limited to the following:

My Medication Advisor - a web-based program that includes the opportunity for filling 3 months of
maintenance medications at a time through vendors from Canada, England, New Zealand and
Australia with a $0 co-pay.

Good Health Gateway - a diabetes care rewards program for those insured through a Town health
plan as a subscriber or dependent. You can be eligible for free diabetic medications and supplies by
following five care guidelines.

Fitness Reimbursements for members our Health Plans. The benefit varies by carrier.

For more information go to http./westsuburbanhealth.com/wellness/.

8. MetLife Auto & Home offers Town of Shrewsbury employees special group discounts on auto
insurance. Contact Lisa Souza at 781-749-2007, or Lsouza@metlife.com for more information.

Your payroll clerk will inform you of other available benefits based on your department and position.

Best Wishes,
Donna Bowcirard
Benefits Administrator
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Office of the
TREASURER

TOWN OF SHREWSBURY

Richard D. Carney Municipal Office Building
100 Maple Avenue
Shrewsbury, Massachusetts 01545-5338

Availability of Summaries of Benefits and Coverage

The health insurance benefits available to you as an employee represents a significant
component of your compensation package. They also provide important protection for
you and your family in case of illness or injury.

You have the choice of several different plans. Selecting a health insurance plan is an
important decision. To help you make an informed choice the plans offered by the
Town provide a Summary of Benefits and Coverage (SBC). These SBCs summarize
key plan features in a standard format to help you compare your options.

The SBCs are available on the Town of Shrewsbury’s website. From the home page
select the Treasurer’s Department, then Health Insurance, then Summaries of Benefits
and Coverage.



New Hire Benefits Paperwork Checklist

! If enrolling in:

Health Insurance

i Employee Payroll Agreement |
| ' Health Insurance Application (Fallon, BCBS, Harvard Pilgrim or Tufts)*
‘ Social Security Cards - of employee, spouse and child(ren) you are enrolling

City/Town Issued Marriage License or Divorce Decree (if enrolling a spouse or ex-
spouse)**

Children s Birth Certificates, Adoption Forms or Guardianship Papers (if enrolling
child(ren))

HSA deduction form (if enrolling in a High Deductible Plan)

|
|
{
|
i

i

Life Insurance

?
1
; Boston Mutual Enrollment Application (beneficiary info)

" Dental Insurance (TOWN employees only)

Insurance Application

' Flexible Spending Account(s)
g J
' Contact Cafeteria Plan Advisors directly for enrollment: 781-848-9848

é

' If declining Health, Dental and/or Life Insurance:
j _1 Declination of Insurance Form

-_— e ]



TOWN OF SHREWSBURY
DECLINATION OF INSURANCE

EMPLOYEE NAME

SOCIAL SEC. #

DEPARTMENT

I have been offered the opportunity to participate in the insurance benefit plans made
available through the Town of Shrewsbury. These plans have been explained to me
and | wish not to enroll in the following plans at this time:

( ) Health Insurance
I understand that | have the opportunity to enroll in Health Insurance at Open
Enroliment each year (effective July 1%!) or with a Qualifying Event off anniversary

( ) Altus Dental Insurance (Town employees only)

( ) Basic Life Insurance $7,000 & $7,000 AD&D
( ) Optional Life Insurance  Face value premium based on age bracket
( ) Whole Life Insurance Face value based on age & weekly premium

| understand that | must prove my insurability for Life Insurance if | want to be
covered at a later date by completing an Evidence of Insurability application and
possibly a physical exam at my expense.

Employee's Signature Date
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Effective 07-01-2020

WEST SUBURBAN HEALTH GROUP

BENCHMARK HEALTH PLAN COMPARISON CHART July 1, 2020

HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
PLAN TYPE BENCHMARK BENCHMARK BENCHMARK BENCHMARK
A CIF = Covered in Full CHOICENET NETWORK BLUE NE
BENEFIT YOU PAY YOU PAY YOu PAY You PAY
Lifetime Benefit Maximum None None None None
Deductible - applies to: In- IND $300 FAM $900 IND $300 FAM $900 IND $300 FAM $900 IND $300 FAM $900
patient Admission; Out-patient
Surgery; ER, High Tech Imaging
(MRI, CT, & PET) and Diagnostic
Tests & Procedures. Does not
apply to office visits or pharmacy.
Per plan year (July 1 to June 30) -
See plan document for full details
Out-of-Pocket (OOP) Maximum -{Medical - Medical - Medical - Medical & Prescription
Once your out-of-pocket $2,000 per member $2,000 per member $2,000 per member Combined -
expenses for applicable services |$4,000 per family $4,000 per family $4,000 per family $2,000 Individual per plan year
reaches this amount, you pay $0 |per plan year per plan year per plan year $4,000 Family per plan year
for remainder of plan year. Prescription- Prescription- Prescription-
Effective July 1, 2015, out-of- $2,000 per member $2,000 per member $2,000 per member
pocket maximums for prescription |$4,000 per family $4,000 per family $4,000 per family
copays have been added as per plan year per plan year per plan year

required by ACA (in-network only).

see plan for details

see plan for details

see plan for details

Family Covered Spouse; dependents; and Spouse; dependents; and Spouse; dependents; and Spouse; dependents; and

adult children up to age 26 adult children up to age 26 adult children up to age 26 adult children up to age 26
Selection of Primary Care Member must select Member must select No selection required Member must select
Physician (PCP)

Specialist Referrals

PCP must refer

PCP must refer

No referral required

PCP must refer

Providers of Service

HARVARD PILGRIM

providers except in

HMO BLUE providers in all 6
New England states except in

TUFTS HEALTH PLAN

providers except in

*SELECT CARE - An expansive
network that includes physician
practices, community-based

emergencies emergencies emergencies hospitale and medical fackities
throughtout Massachusetts,
southern New Hampshire and
southwestern Vermont.
*DIRECTCARE - A tailored
network custom-built around
several of the Commonwealth's
premier provider groups and
community-based hospitals.
Pre-existing Conditions No restrictions No restrictions No restrictions No restrictions
INPATIENT
General Hospital/Mental Deductible applies then: Deductible , then Semi-private room & board & |$500 copay per admission,
Hospital/Substance Abuse Tier 1:$250 Tier 1: $500 copay ancillary services then deductible
Facility (semi-private room and |Tier 2 :$500 Tier 2: 1500 copay Tier 1: $500 copay, then No co-pay or deductible for
board and ancillary services) |Tier 3 : $1500 per/Admit deductible applies Mental Hospital/Substance
NOTE-Mental Tier 2: $1500 copay, then Abuse Facility

Health/Substance Abuse
copay $250

deductible applies
NOTE-Mental
Health/Substance Abuse




(Inpatient)

HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN

PLAN TYPE BENCHMARK_ BENCHMARK ~ BENCHMARK BENCHMARK

A CIF = Covered in Full CHOICENET NETWORK BLUE NE

BENEFIT YOU PAY YOU PAY You PAY YOu PAY

Physician Services Nothing Nothing Nothing Nothing, after deductible

Skilled Nursing Facility Deductible applies, then 20% |Deductible, then covered in full|Covered in Full after $500 copay per admission,
Coinsurance - Limited to 100 Deductible, up to 100 days per| then deductible Max of 100
days per Plan Year plan year days per year.

Newborn Well Baby Care Nothing Nothing Nothing Nothing

Surgery facility or Hospital

copay per visit

copay per visit

surgery, then deductible

OUTPATIENT
Emergency Room Visits for Deductible applies, then $100 |Deductible applies, then $100 |$100 copay, then deductible  [$100 copay, then deductible
Emergency or Accident Care  |Copay per visit. Copay is Copay per visit. Copay is applies applies
waived if admitted to the waived if admitted to the (Inpatient copay applies if (waived if admitted, then
hospital directly from the hospital directty from the admitted) Inpatient copay applies)
emergency room, then emergency room, then
Inpatient copay would apply  |Inpatient copay would apply
Outpatient Surgery in a Day Deductible applies, then $250 |Deductible applies, then $250 $250 copay per outpatient $250 copay per outpatient

surgery, then deductible

CT, MRI and Pet Scans

Deductible applies, then $100
Copay per procedure

Deductible, then $100 copay
(scheduled outpatient)

$100 copay, then Deductible

$100 copay, then deductible

Hemodialysis

Non - hospital based -
Deductible applies, then no
charge

Hospital based - See Inpatient

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Physical Therapy

Copay: $20 per visit - Limited

$20 copay; up to 60 visits per

Speech and short-term PT/OT

$20 copay. PT / OT Max limit

to 30 visits per plan year calendar year (Unlimited for ~ |$20 copay per visit; 30 visits up to 60 visits per plan year
autism) per plan year

Office Visits Primary Care $20 copay per visit $20 copay $20 copay per visit $20 copay per visit
Physician
Preventive OV - PCP Nothing Nothing Nothing Nothing
Medical Care/Mental Health $20 copay per visit $20 per visit $20 copay per visit $20 copay per visit
Care/Substance Abuse Care
(Mental Health copays excluded
from OOP max)
Office Visits Specialist Tier 1: $30 copay per visit | $60 copay per visit $60 copay per visit $60 copay per visit

Tier 2.  $60 copay per visit

Tier 3:  $90 copay per visit
OB/GYN $20 copay per visit $20 copay per visit $20 copay per visit $20 copay per visit
GYN-Preventive Office visit Nothing Nothing Nothing Nothing

Diagnostic X-ray and Lab

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Routine Vision Exam

$0 copay - 1 every 2 years

$0 copay; one visit every 12
months

$20 copay per visit; one visit
per plan year

Eyewear discounts available at
participating providers

$0 copay per visit; one visit
every 12 months

Eyewear discounts available at
participating EYEMed
providers

Pre-Admission Testing -

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF®

Maternity Care visits

Nothing

Nothing

Nothing for prenatal and
postnatal outpatient care

Prenatal: $20 copay first visit
only; Postnatal: $20 copay per
visit




HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
PLAN TYPE BENCHMARK BENCHMARK BENCHMARK BENCHMARK
A CIF = Covered in Full CHOICENET NETWORK BLUE NE
BENEFIT YOU PAY YOU PAY YOU PAY YOU PAY
Dental Services Children up to age 13 - Children under age 12: Children under age 12; |Family dental coverage:
Preventative dental when Preventive dental one exam  |Preventative dental, periodic  |$10 copay for exam, cleaning,
authorized by PCP; every six months., incl. oral exam, cleaning, fluoride |x-rays every 6 months.
up to two exams per calendar |Cleaning, fluoride treatment  |treatment once every six Variable copays for minor
year, including cleaning, and x-rays. months. X-rays: Full mouth restorative (fillings).
fluoride treatment and x-rays. |All members: Extraction of |once every five years, bitewing|25 - 50% discount available for
Initial emergency treatment impacted teeth imbedded in  |x-rays once every six months, |sealants, crowns and inlays,
(within 72 hours of injury) the bone. Facility charges and periapicals as needed. bridges, root canals,
necessary to repair oral ONLY when a serious medical |MUST use participating gingivectomies and dentures.
injuries. condition that requires dentist. Emergency Services -{Must use participating
Extraction of impacted teeth. |admittance to a network LIMITED dentists.
hospital as inpatient in order |TO X RAYS AND
for dental care to be safely EMERGENCY ORAL
performed. SURGERY
ER or OFFICE VISIT COPAY
WILL APPLY
OTHER FEATURES
Private Duty Nursing Nothing when medically Nothing when medically Nothing when medically Nothing when medically
necessary necessary necessary necessary
(only when medically necessary)
Home Health Care Member cost sharing depends |Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*

on types of services provided
and tier placement of provider
rendering dervices, as listed in
the Schedule of Benefits. For
example, for services provided
by a physician, see "physician
and Other Professional Office
Visits.” For inpatient hospital
care, see "Hospital - Inpatient
Services.”

Hospice Care

Same as Home Health Care

Deductible, then CIF*

|Deductible, then CIF*

Deductible, then CIF?

Durable Medical Equipment

Deductible, then CIF*

Deductible, then 20%
coinsurance

Covered in Full

Deductible, then CIF*

20% coinsurance after the
deductible for prosthetic limbs
which replace, in whole or in
part, an arm or leg.

Ambulance Nothing when medically Deductible then covered in full [Covered in full when medically | Covered in full when medically
necessary necessary necessary
Radiation Therapy Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Chemotherapy Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Chiropractor Visits $20 copay, 20 visits per plan  |$20 copay per visit. 12 [$20 copay per visit; up to 12 |$20 copay per visit; up to 12

year

visits maximum per calendar
year

visits per plan year

visits per plan year.

Prescription Drugs
(Inpatient drugs paid in full)

Retail Pharmacy:

Retail Pharmacy:

Retail Pharmacy:

Retail Pharmacy:

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copav
(up to a 30-day supply)

Mail Order: (90 day supply)

Tier 1: $25.00 copay
Tier 2: $75.00 copay
Tier 3: $165.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 conav
(up to a 30-day supply)

Mail Order: (90 day supply)

Tier 1: $25.00 copay
Tier 2: $75.00 copay
Tier 3: $165.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copav
(up to a 30-day supply)

Mail Order: (90 day supply)

Tier 1: $25.00 copay
Tier 2: $75.00 copay
Tier 3: $165.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copnav
(up to a 30-day supply)

Mail Order: (90 day supply)

Tier 1: $25.00 copay
Tier 2: $75.00 copay
Tier 3: $165.00 copay




HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
PLAN TYPE BENCHMARK "BENCHMARK BENCHMARK BENCHMARK
A CIF = Covered in Full CHOICENET NETWORK BLUE NE
BENEFIT YOU PAY YOU PAY YOU PAY YOU PAY
Fitness Benefit Reimbursement Reimbursement Reimbursement Reimbursement

Fitness reimb up to $150 per
subscriber at a Health &
Fitness club per calendar year.
Must be an active member of
HPHC for at least 4 months
and an active member of the
health facility for at least 4
months.

See plan materials for details.

Discounts at IFCN-affiliated
clubs. Discount at Weight
Watchers®

Up to $300 reimbursement
toward health club
membership or exercise
classes. See plan materials
for details.

Enroll in a qualified Weight
Watchers® or hospital based
weight loss program and
receive up to $150 per
calendar year toward your
program fees.

Fitness reimb up to $150 per
subscriber at a Health &
Fitness club,including exercise
classes per calendar year.
See plan materials for details.

JENNY CRAIG DISCOUNTS:
-FREE 30 DAY PROGRAM
-25% OFF A
PREMIUM/METABOLIC
PROGRAM
NUTRISYSTEM
DISCOUNT:
-12% DISCOUNT - OFF
CURRENT PROMC
-CORE OR SELECT
PROGRAM

It Fits! Program reimburses
families on Select Care up to
$400 per family contract ($200
for individual contracts)and
Direct Care members up to
$500 per family contract ($250
for individual contracts) to use
toward health club
memberships, Pilates, Yoga
classes Weight Watchers®
programs, and local, school
sports programs and now
fitness related equipment.

The equipment must be new,
purchased from a retail store
and not Craig's List or EBay.
Other discounts also available.
See plan materials for details.

* Fallon DirectCare - Members now have access to Acton Medical Associates, Charles River Medical Associates and Southboro Medical Group, Fallon Clinic, Highland Healthcare Associates IPA, Lahey Clinic, Lawrence General IPA,
Lowell General PHO, Mount Auburm Cambridge IPA, and Northeast PHO.

**FCHP SelectCare - Members have access to FCHP Clinic providers, as well as hundreds of private practice physicians in Central, Northern, Eastem and Southeastern, Massachuselts.
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Effective 07-01-2020

WEST SUBURBAN HEALTH GROUP

HSA Qualified - HDHP HEALTH PLAN COMPARISON CHART July 1, 2020

rs:d f:)m indicates change or HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
clarification

(oo

A CIF = Covered in Full HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP

BENEFIT You PAY YOU PAY You PAY You PAY

Lifetime Benefit Maximum None None None None

Deductible - Once deductible is IND $2,000 FAM $4,000 | IND $2,000 FAM $4,000 | IND $2,000 FAM $4,000 | IND $2,000 FAM $4,000

satisfied, all services CIF* as noted, (Non-embedded, plan year

with the exception of Prescription deductible, family plan deductible

Copays needs to be satisfied before

insurance plan kicks in)

Out-of-Pocket (OOP) Maximum- Medical & RX COMBINED - Medical & RX COMBINED - Medical & RX COMBINED - Medical & RX COMBINED -
$5,000 per member $5,000 per member 35,000 per member 185,000 per member
$10,000 per family per plan year  |$10,000 per family per plan year -|$10,000 per family per plan year  |$10,000 per family per plan year
see plan for details see plan for details see plan for details see plan for details

Family Covered Spouse, dependents; and adult Spouse; dependents; and adult Spouse; dependents; and adult Spouse; dependents; and adult

except in emergencies

England states except in
emergencies

except in emergencies

children up to age 26 children up to age 26 children up to age 26 children up to age 26
?:(I:o:)ﬂon of Primary Care Physician | Member must select Member must select FMamber must select Member must select
Specialist Referrals PCP must refer No referral required PCP must refer PCP must refer
Providers of Service HARVARD PILGRIM providers HMO BLUE providers in all 6 New [TUFTS HEALTH PLAN providers |™ - An expansive

network that includes physician

|practices, community-based

hospitals and medical facilities
throughtout Massachusetts,
southern New Hampshire and
southwestern Vermont.

"DIRECTCARE - A tailored
network custom-built around
several of the Commonwealth's
premier provider groups and
community-based hospitals.

| Pre-existing Conditions

No restrictions

No restrictions

No restrictions

No restrictions

INPATIENT

General Hospital/Mental
Hospital/Substance Abuse Facility
| (semi-private room and board and
ancillary services)

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Physician Services

Deductible, then CIF*

Skilled Nursing Facility

Deductible, then CIF* up to 100
days per plan year

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

|Newborn Well Baby Care (Inpatient)

Deductible, then CIF*

Deductible, then CIFA

Deductible, then CIFA

Deductible, then CIF*

OUTPATIENT

Emergency Room Visits for
Emergency or Accident Care

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Outpatient Surgery in a Day Surgery
facility or Hospital

Deductible, then CIF*

Deductible, then CIFA

Deductible, then CIF*

Deductible, then CIF*

CT, MRI and Pet Scans

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIFA

Hemodialysis

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

fPhyslcd Therapy

Deductible, then CIF* Limited to 30
visits per plan year

Deductible, then CIF* Limited to 60
visits per member per calendar
year for physical and occupational
therapy (unlimited for autism)

Deductible, then CIF*

Deductible, then CIF# Limited to 60
visits per plan year




red font indicates change or HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
clarification

PLAN TYPE

A CIF = Covered in Full HSA ELIGIBLE HOHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP
BENEFIT You PAY YOU PAY YOU PAY You PAY

Office Visits Primary Care Physician

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF*

Preventive OV - PCP Nothing Nothing Nothing Nothing
Medical Care/Mental Health Deductible, then CIFA Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Care/Substance Abuse Care
Office Visits Specialist Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
OB/GYN Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
GYN-Preventive Office visit Nothing Nothing |Nothing Nothing
Diagnostic X-ray and Lab Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Routine Vision Exam Deductible, then CIFA Nothing. Covered once every 12 |Covered in full {Deductible, then CIF* Covered in
months. full - one visit every 12 month
period
Eyewear discounts available at
participating EYEMed providers
Pre-Admission Testing - Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Maternity Care visits Routine OPD, Pre and Post Natal |Nothing for prenatal; all other Nothing for prenatal and postnatal |Prenatal: Nothing
CIF* serviceds Deductible, then CIF*  |outpatient care Postnatal: Deducible then CIF*
Dental Services Deductible, then up to age 13 -  |Children under age 12: Children under age 12; Family dental coverage:
Preventative dental when Preventive dental one visit every 6 |Preventative dental, periodic oral | All services subject to the
authorized by PCP; months., incl. Cleaning, fluoride exam, cleaning, fluoride treatment |deductible and then the following
up to two exams per calendar year, |treatment and x-rays. once every six months. X-rays: Full |cost share:
including dleaning, fiuoride All members: Extraction of mouth once every five years, $10 copay for exam, dleaning, x-
treatment and x-rays. |impacted teeth imbedded in the bitewing x-rays once every six rays every 6 months.
Initial emergency treatment (within [bone. Facility charges ONLY when|months, and periapicals as Variable copays for minor
72 hours of injury) necessary to a serious medical condition that needed. MUST use participating  |restorative (fillings).
repair oral injuries. requires admittance to a network  |dentist. Emergency Services - 25 - 50% discount available for
Extraction of impacted teeth. hospital as inpatient in order for LIMITED sealants, crowns and inlays,
dental care to be safely performed. | TO X RAYS AND EMERGENCY  |bridges, root canals,
See Outpatient Surgery for benefit [ORAL SURGERY gingivectomies and dentures.
information. ER or OFFICE VISIT COPAY Must use participating dentists.
WILL APPLY
'OTHER FEATURES

|Private Duty Nursing

(only when medically necessary)

Deductible, then CIF*

Deductible, then CIF*

Deductible, then CIF®

Deductible, then CIF*

Home Health Care Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Hospice Care Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*
Durable Medical Equipment Deductible, then CIF* Deductible, then CIF* Deductible, then CIFA Deductible, then CIF*

(Inpatient drugs paid in full)

AFTER DEDUCTIBLE

AFTER DEDUCTIBLE

AFTER DEDUCTIBLE

Ambulance Deductible, then CIF* Deductible, then CIF* Deductible, then CIF* Deductible, then CIF*

Radiation Therapy Deductible, then CIFA Deductible, then CIF* Deductible, then CIF* Deductible, then CIF?

Chemotherapy Deductible, then CIF* Deductible, then CIF* Deductible, then CIFA Deductible, then CIF*

Chiropractor Visits Deductible, then CIFA 12 visits per |Deductible, then CIFA 12 visits per |Deductible, then CIF* 12 visits per |Deductible, then CIF~ 12 visits per
plan year calendar year plan year plan year

Prescription Drugs Retail Pharmacy: Copays Retail Pharmacy: Copays Retail Pharmacy: Copays Retail Pharmacy: Copays

AFTER DEDUCTIBLE

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copay
(up to a 30-day supply)

Mail Order: (90 day supply)
Copays AFTER DEDUCTIBLE

Tier 1: $25.00 copay

Tier 2: $75.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copay
(up to a 30-day supply)

Mail Order: (90 day supply)
Copays AFTER DEDUCTIBLE

Tier 1: $25.00 copay

Tier 2: $75.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copay
(up to a 30-day supply)

Mail Order: (90 day supply)
Copays AFTER DEDUCTIBLE

Tier 1: $25.00 copay

Tier 2: $75.00 copay

Tier 1: $10.00 copay

Tier 2: $30.00 copay
Tier 3: $65.00 copay
(up to a 30-day supply)

Mail Order: (up to 90 day supply)
Copays AFTER DEDUCTIBLE

Tier 1: $25.00 copay
Tier 2: $75.00 copay




FALLON COMMUNITY HEALTH PLAN

red font Indicates changs or HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN
clarification
PLAN TYPE
A CIF = Covered in Full HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP
BENEFIT YOU PAY YOou PAY YOU PAY YOu PAY

Tier 3: $165.00 copay Tier 3: $165.00 copay Tier 3: $165.00 copay

Tier 3: $165.00 copay




rad fort indicates change or HARVARD PILGRIM HEALTH PLAN BLUE CROSS BLUE SHIELD TUFTS HEALTH PLAN FALLON COMMUNITY HEALTH PLAN
clarification
PLAN TYPE
A CIF = Covered in Full HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP HSA ELIGIBLE HDHP
BENEFIT YOU PAY YOU PAY YOU PAY You PAY
|Fitness Benefit Reimburs it Reimbursement Reimbursement Reimbursement
Fitness reimb up to $150 per Up to $300 reimbursement toward |Fitness reimb up to $150 per It Fits! Program reimburses
subscriber at a Health & Fitness  |health cdlub membership or subscriber at a Health & Fitness  [families on Select Care up to $400
club per calendar year. Mustbe |exercise classes. See plan dub,including exercise dasses per family contract ($200 for
an active member of HPHC for at |materials for details. per calendar year. See plan individual contracts)and Direct

least 4 months and an active
member of the health faciity for at
least 4 months.

See plan materials for details.

Discounts at IFCN-affiliated clubs.
Discount at Weight Watchers®

Enroll in a qualified Weight
Watchers® or hospital based
weight loss program and receive
up to $150 per calendar year
toward your program fees.

materials for detais.

JENNY CRAIG DISCOUNTS:
-FREE 30 DAY PROGRAM
-25% OFF A
PREMIUM/METABOLIC
PROGRAM

NUTRISYSTEM DISCOUNT:
-12% DISCOUNT - OFF
CURRENT PROMO
-CORE OR SELECT PROGRAM

Care members up to $500 per
family contract ($250 for individual
contracts) to use toward health
club memberships, Pilates, Yoga
classes Weight Watchers®
programs, and local, school sports
programs and now fitness related
equipment.

The equipment must be new,
purchased from a retail store and
not Craig's List or EBay. Other
discounts also available. See plan
materials for details.

“ Fallon DirectCare - Members now have access to Acton Medical Associates, Charles River Medical Associales and Southboro Medical Group, Faflon Clinic, Highland Healthcare Associates IPA, Lahey Clinic, Lawrence General
IPA, Lowell General PHO, Mount Auburm Cambridge IPA, and Northeast PHO.
+FCHP SelectCare - Members have access to FCHP Clinic providers, as well as hundreds of private practice physicians in Central, Northern, Eastern and Southeastern, Massachusetts.




HSAs::new
RETIREMENT STRATEGY
SAVE NOW AND FOR THE FUTURE
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6 HealthEquity

HSAs ARE
AN EASY WIN

in today’s complex healthcare system

How an HSA works

An HSA paired with an HSA-qualified health plan allows you to make tax-free’
contributions to an federally-insured? savings account. Balances earn tax-free interest
and can be used to pay for qualified medical expenses. HSA-qualified health plans
typically cost less than traditional plans and the money saved can be put into your HSA.

HSAs empower savings:

* Lower monthly health insurance premiums

* Money put into your HSA is not taxed

+ You earn tax-free interest on HSA balances

* HSA funds used for qualified medical expenses are not taxed

= You can invest your HSA funds for increased tax-free earning potential®

HSA funds remain yours to grow

With an HSA, you own the account and all contributions. Unlike fiexible spending
accounts (FSAs), the entire HSA balance rolls over each year and remains yours even
if you change health plans, retire or leave your employer.

You can win with an HSA

Regardless of your personal medical situation, an HSA can empower you to maximize
savings while building a reserve for the future. Contrary to what many may think,
healthy individuals aren't the only users who benefit from an HSA.




HSAs: THE NEW
RETIREMENT
STRATEGY

Supplement your retirement

The average American couple will need $265,000" to cover out-of-pocket health
care costs in retirement. An HSA can help fill this Medicare gap as well as dental,
hearing and vision expenses. Qualified medical expenses remain tax-free? even into
retirement. In addition, after age 65, you can use your HSA much like a 401 (k) and
withdraw funds for any purpose.’

Invest® your HSA to maximize
your tax-free earning potential

Once your account balance reaches $2.000 you can increase your earning potential
by investing any funds over that amount in mutual funds. A comprehensive line-up of
mutual funds is offered with options designed to fit your individual needs.

Take the guesswork out of
investing with Advisor™

You can manage investments on your own or let Advisor® do all of the work. Advisor
powered by HealthEquity Advisors. LLC can provide web-based guidance designed
to diversify your portfolio and can even manage the trading of mutual funds for

you. Investment advice and portfolio management is based on your personal risk
preferences, age and financial goals. Additional fees apply.

For more information about investing with Advisor, visit:

HealthEquity.com/Advisor

@ HealthEquity




GET STARTED WITH
AN HSA TODAY

1 Select an HSA-qualified
health plan

Enroll in an HSA-qualified plan. These plans typically cost less than
traditional plans and provide tax saving opportunities. HealthEquity will work
with your employer or health plan to automatically set up your account and
supply a HealthEquity® Visa® Health Account Card' to conveniently pay for
eligible expenses.

2 Add money to your HSA

Fund your HSA through pre-tax payroll deductions or transfer money into
your account through the HealthEquity member portal. To take full advantage
of tax savings and to build a reserve for the future, consider maximizing your
contributions as set by the IRS:

HSA CONTRIBUTION LIMITS

SINDIVIDUAL S INDIVIDUAL
&$3.,500 Q83,550

2 FAMILY S FAMILY
&$7000 Q87100

At age 55, an additional
$1,000 is allowed annually.

6 HealthEquity

HSA eligibility
To make tax-free? contributions
to an HSA, the IRS requires that:

-

you are covered by an HSA-
qualified health plan.

you have no other health
coverage (such as other health
pian, Medicare, military health
benefits, medical FSAs).

you cannot be claimed as

a dependent on another
person's tax return.



bt

@ HealthEquity

Watch your HSA grow

Your federally-insured HSA earns tax-free' interest. Maximize your tax-free
earning potential by investing HSA funds using the convenient online
investment tool.?

Use your HSA for qualified
medical expenses HealthEquity

HSA funds can be used for a variety of qualified medical. dental
and vision expenses, including:

* Acupuncture « Medical supplies 4000 1234 5678 9010

HEALTH SAVINGS ACCOUNT

- DEBIT
*Birth control * Physical exams e C \
«Chiropractor * Prescriptions 3
*Contact lenses * Orthodontia
* Dental treatment * Radiology
* Prescription eyeglasses * Stop-smoking programs
« Fertility enhancement * Surgery (non-cosmetic)
*Hearing aids * Therapy
*Lab work *and more...

¢ ®
o
..

(0,
o ©

©

For an expanded list of qualified medical expenses, visit:

HealthEquity.com/qme



6 HealthEquity

YOU CANWIN
WITH AN HSA

An HSA can benefit Americans from all walks of life and empower savings now and
for the future. Contrary to popular belief. you do not have to be healthy or wealthy to
benefit from an HSA - just wise! To see how different types of healthcare consumers
win, see the link below.

See how yow can personally benefit from an HSA:
HealthEquity.com/Me
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6 HealthEquity

We are available to help,
every hour of every day

We understand the significance of your benefits selection. Our team of specialists
based in Salt Lake City is available 24 hours a day, providing you with insight to help
you optimize your health savings account. Call today.

866.346.5800
HealthEquity.com/HSAlearn

quity, Inc. All rights reserved

Copyright © 2019 Healt




EASY ACCGESS to
PITAGGOUNT

HealthEquity mobile app’
available for FREE at:

+ Google Play

©

HealthEquity

15 West Scenic Pointe Drive
Draper, UT 84020
info@healthequity.com | www.HealthEquity.com



Town of Shrewsbury 2020 - 2021 Employee Payroll Agreement

| authorize the Town of Shrewsbury to deduct the premiums designated
below from my payroll check.

i s e Town e Toww e Toww EMP__ TowN
BC/BS
Individual|__ $197.17|  $295.75 s260 |__ $197.17 | $295.75 s261|__ $197.17 | $295.75 sz4|__ $244.11 | $366.17 8263
Family $528.55 $792.83 g250 | $528.55 | $792.83 8&251 ___ $528.55 | $792.83 8254 ___ 5654.40 | $981.60 8253
Tufts
Individual|____ $200.12|  $300.18 8280 |___ $200.12 | $300.18 s281| _ $200.12 | $300.18 5284 __ $247.77 | $371.66 8283
Family $523.94| 578591 8270 | _ $523.94 | $785.91 s271|  $523.94 | $785.91 8274 $648.69 | $973.03 8273
HPHC
Individual{___ $190.15( $285.23 8230 |___ $190.15 | $285.23 8231 . $190.15 | $285.23 8234 $235.43 | $353.14 8233
Family $495.32|  $742.98 210 | $4953) | $742.98 sa11|  $49532 | $742.98 s214|  $613.26 | $919.89 213
Fallon Select
Individual|___ $98.45| $266.17 8330 |___  $98.45 | $266.17 8331 __ $98.45 | $266.17 8334|___ $121.89 | $329.54 8333
Family|__ $265.31| $717.31 8310 | $265.31 | $717.31 s311|  $265.31 | $717.31 8314|  $328.47 | S888.10 8313
Fallon Direct
Individual|___ $74.73| $264.96 8430 |__  $74.73 | $264.96 s8a31|__  $74.73 | $264.96 8434| _ $92.53 | $328.05 8433
Family|___ $201.05|  $712.80 8410 |__ $201.05 | $712.80 sge11|__ $201.05 | $712.80 sa1¢| _ $248.91 | $882.51 sa13
HOHP {HSA) Plons EMP TOWN EMP TOWN EmP TOWN Emp TOWN
BC/BS
Individual| $159.14|  $238.71 sos1 | $159.14 | $238.71 soer|__ $159.14 | $238.71 8071 __ $197.03 | $295.54 8081
Family|__ $427.38| $641.08 8052 | $427.38 | $641.08 so62|  $427.38 | $641.08 so72|  $520.14 | $793.71 sos2
Tufts
Individual[___ $154.89| $232.34 8053 |___ $154.89 | $232.34 s063| _ $154.89 | $232.34 8073|__ $191.77 | $287.66 8083
Family| $405.78| S608.68 8054 | $405.78 $608.68 s064|  $405.78 | $608.68 8074| $502.40 | $753.60 gos4
HPHC
Individual| ___ $147.14|  $220.71 soss |___ $147.14 | $220.71 8065 $147.14 | $220.71 8o7s|__ $182.17 | $273.26 s0ss
Family $384.00]  $576.00 sos6 |  $384.00 | $576.00 soes|  $384.00 | $576.00 s07s ____ S$475.43 | $713.14 3086
Fallon Select
Individual|__ $82.87)  $224.05 sos7 |__  $82.87 | $224.05 so67|__  $82.87 | $224.05 so77|__ $102.60 | $277.40 sos7
Family] $223.68 $604.78 8058 ___ $223.68 | $604.78 8068|  $223.68 | S604.78 8078|  $276.94 | $748.77 8088
Fallon Direct
Individual|___ $62.95|  $223.20 8059 |___  $62.95 | $223.20 soes|___  $62.95 | $223.20 s079 — $7794 | $276.34 8089
Family| $169.67| $601.56 8060 |___ $169.67 | $601.56 so70|__  $169.67 | $601.56 s0s0|___ $210.07 | $744.79 8090
iy oy EMP TOWN Emp TOWN EMP TOWN EMP Town
HPHC PPO
Individual|__ $613.38| $613.38 8160 |___ $613.38 | $613.38 si61|__ $613.38 | $613.38 8164| _ $759.43 | $759.43 3163
Familyl _ $1,362.00| $1,362.00 s150 |___ $1,362.00{$1,362.00 s151 __ $1,362.00/$1,362.00 8154|___ $1,686.29|%1,686.29 8153
A howrancs EMP TOWN EMP TOWN EMP TOWN EMP TOWN
Basiclife | 5196 | $1.96 B904| $196 | $1.96 ss0z| _ $1.96 | $196 ss0s| 242 | $2.42  s903
Optional Life | — S 8915 S 8916 S 8917 S 8918
Formula: Rate $ x Ins. Total per 1,000 $ x12 / (pay frequency)
VoluntaryLife |___ § s930|__ S goz1|__ § 8934 I_ $ 8933
Town Dental Ins
EMP TOWN
Altus Dental (24 week)
Individual|___ $24.31 $0.00 8970

ersia atn “omect eurement chec S My re biltfy TO riotty 1 0 Benents Adminisirator, a Ble Tor a
premiums. | also understand that the Town deducts premium one month in advance of coverage and additional premium due upon initial enroliment will also be deducted from my first
payroll/retirement check. | acknowledge that | have received a notice informing me of my right under COBRA (Consolidated Omnibus Budget Reconciliation Act). | also acknowledge that |

have received the Town of Shrewsbury's HIPAA Privacy Policy.

EFFECTIVE DATE:

SIGNED: DATED:




Health Insurance Enrollment Forms
{Complete the plan of your choice)

* Fallon
¢ Harvard Pilgrim
*  Tufts

*  Blue Cross



Fallon Community Health Plan Employer Group Membership Transaction Form ""i .

Please complete all fields on form. (Please print clearly.)

PLEASE CHOOSE YOUR PROVIDER NETWORK

J FCHP DIRECT CARE [ FCHP SELECT CARE Plan name (if applicable):

EMPLOYEE INFORMATION IF WE MAY CONTACT YOU BY E-MAIL, PLEASE SUPPLY ADDRESS WHERE INDICA
NAME (LAST, FIRST, MI

JEN NAME (IF APPLICABLE PRIMARY LANGUAGE

STREET ADDRESS | iy

cn ’ STATE ZIP CODE HOME PHONE
BIRTH DATE ) | sex | RACE
[ | &
am O F Qwrite  Oeack O HISPANIC T ASIAN/PACIFIC ISLANDER [ AMERICAN INDIAN/ALASKAN NATIVE ) OTHER
WORK PHONE | “E-maAl CIAL SECURITY NO STATUS o
QFULL-TIME  J PART.TIME ] RETIRED | J COBRA
\ RE AVERAGE NC DEPARTMENT # EMPLOYLE # S YOUR SPOUSE EMPLOY PRIMARY CARE PHYSICIAN SEL C
HOURS WORK ) vES NO
EVER TREATED BY THIS PHYSICIAN QO NO IF CHANGING FROM INDIVIDUAL TO FAMILY
IF YE DE HAT NAME  YES 5 - COVERAGE A POUSE, GIVE CATE OF MA GE /
PRIMARY CARE PHYSICIAN (PCP)
DEPENDENT INFORMATION o kg
NAME OF DEPENDENT AT FRST M MAIEN NAME | APPLICABLE UM QaF SOCIAL SECURITY NO | PCP SELECTION
N BIRTHDATE T PRIMARY LANGUAGE  [—— —
RLL N
ok | _ EVER TREATED BY THIS DOCTOR? ] YES JdnNo
MA RACE
NAME OF DEPENDENT S WE MALR T NAME i APSLICA JdJM JF SOCIAL SECURITY NO PCP SELE
P BIRTHDATE PRIMARY LANGUAGE e
L LATION - P 1
=or : f / | I | EVER TREATED EY 1HIS DOCTOR? J YES Jd NO
*E-MAIL RACE ‘
NAME OF DEPENDENT LA5™ 5857 M MADEN NAME IF APPLICABLE QM QF SOCIAL SECURITY NO PCP SELECTION
o IF g N —
RELATION
o SR | _ EVER TREATED BY THIS DOCTOR?  _J YES - NO
*E-MAIL RACE
NAME OF DEPENDENT LAS™ 5857 M MADEN NAME I APPLICABLE JM QAF SOCIAL SECURITY NO PCP SELECTION
BELATIEH lemmr& PRIMARY LANGUAGF
. S , EVER TREATED BY THIS DOCTOR? ) YES aJnNo
*E-MAI RACE
NAME OF DEPENDENT 45" #007 n pra ot uans am QaF SOCIAL SECURITY NO PCP SELECTION
RELATION BIRTHDATE PRIMARY LANGUAGE = - e
= . EVER TREATE S TOR? (] YES dN
*E-MAIL RACE

GROUP INFORMATION REASON FOR TRANSACTION

GROUP NUMBER ADDING COVERAGE CHANGES TO EXISTING COVERAGE

= — J New hire Change to:
3ROUP N E Annual open enroliment C dividual E Oth
GROUP NAME WSHG Town of Shrewsbury 1 4 me Sl Ca e e

— — Other (explain in "Remarks” section below Addition of a d

REQUESTED EFFECTIVE DATE ENDING COVERAGE . ::(0'“13 ete \,G:‘.‘é"-di": sect O': ac*::\e.

- - hange In name, aadress, or other application
TYPE OF COVERAGE j .—.}.-,» ha I“- ;h empHa) i information (give previous information ir

Change tc other insur > (give name of g f
J INDIVIDUAL J FAMILY e s b kel 5 ‘Remarks” section below

other insurance in “Remarks” section below)

J COBRA
J Other (explain in “Remarks” section below)

REMARKS AGREEMENT (SUBSCRIBER'S SIGNATURE)

| agree to the terms and conditions located on the back of this form.

(J OTHER - Other (explain in “Remarks” section below)

X
Territory - Receipt Date [ Employer's Signature - Dat

For FCHP Use Only

Benefits Administrator: M py is for employee

NR-715.200) Rev 02 909



Temporary Membership Card

WELCOME! Thank you ‘o csing Fallor Community Health Plan ‘FCHP) for your heaith coverage You wil
a New Membe: Kt This kit wilt inglude information on your membership in FCHP and yo
In the maantirme, th's shagt s your temporary membership card. Also included in this kit will be informationr on how

to obtain @ Member Handbook, Evidence of Coverage, which defines your benefits and regulates benefit decisions
NOTE The requested effective date may not be the actual effective date if it is not in accordanca with the FCHP Group
Agreement and the FCHP Direct Care or FCHP Select Care Member Har doook/Evidence of Coverage.

i sgon receive
rmemiership cardfs,.

CHOOSING YOUR PHYSICIAN: At the time of errclimant, you also must select a primary care Dhys can for evary person
gred under this contract: a docter of internal madicine or family practice for adults and a pediatrician or far nily practice
f.i':'"{d' for children. Please refer to fehp org or your FCHP Direct Care or FCHP Select Care Provider Network dirsctory for a
complete list of providers and their lotations. You must make thess selections now and list your chowces or this Membership
Transaction Form. If you wish to notify us of & physician changs or if you naed hel ip choosing a physician, please call the
C=-<f' mar \;‘. e Der riment at 1-800-868-5200 (TOD TTY 1-877-408-7677) To make a~ =Taleloliahéaat-Tal

ant, cabl your doctsr's

ce or madical center directiy

£y

EMERGENCY CARE Energency services do not require reterral or authorization. 1 When you ha‘ue an emergency medical

condition, you sholld go 3 the nearést emerg gency departmant or call your |

o b FFRERE A 8 T I L5 - ISP [N P . ox W —_— R
tire '\.!:{.JH-'\" gntar 9111 Jou receive Care cuts:ue of the pians service s youto

AILTEN G5 mOUrs Of as sDon @5 is medically passtie Far

Tergency services, censult your Mamber Harabodk Evidence o Cu.&‘je

s and plan

OUT-OF-AREA CARE: Wher you are out of the s2rJice araa

fical attention \,a‘ E"\."'*.:" Ci.tf'{_}""!.—f-" ‘:;'_'_"E at 1-8¢

ATHMPT ME

t
services, and call your doctor to arrange for follow-u

ervices that are not provided or aporop rﬂtmy arrangad by Falion Camyrunity Health
:e" in the area or an } emergencies out of the service area

CONSENT: Submission of this form indicates

rdependents to re s 1o the plan any .“veaﬂ

ou authorize anyone whe provides medical servicss 1o you, your spouse

o medical records relating to thiose services far suck rautine

&l

7

needs as coordination of berefits, dhiaaé" management progiams, gquality management, coordination of care haa'th services
management, accreditation, processing and ;‘)ayﬂ‘-&.‘.: of related claims

o

AGREEMENT: | am employed by the company named er this forr. waorking at least 30 hours per week, f

l|

hours part time, and | receve employer contribution to health insurance coverage {or | am otherwise eligible for the
named company’s health insurance cu\efagﬂ e d.. as a former employee covered under COBRA, | hereb:
employer to :ie‘c‘iJ.t from iry wages (f necessary) the amaunt | am rnfp“"‘-ble for contributing for the FCHP coverage
| have selzcted | understand that FCHP is 5 haalth maiqtenance arganization and that membarship becomes effective
in accordance with the FCHP Group Agreemant and the Member Handbook/Evidence of Coverage. | have read this

embership Transaction Form and understand how to obtan and use sarvices under my FCHP coverage | cerify that
all information is carrect to the best of my knowiedge

QUESTIONS ABOUT COVERAGE? Call FCHP Customer Serv ce ar 1-800-843-520 (TDD/TTY: 1-877-608-7677), o1 visit our
Web site ar fohe o

|
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Harvard Pilgrim
HealthCare

P.0. Box 9185 Quincy, MA 02269

| REASONS FOR SUBMISSION {PLEASE CHECK ONE} | QUALIFYING EVENT DATE: - ]
[ NEW ENROLLMENT/CONTRACT O open enrotMeNtT O newHire [Jcosra  [J10ssoF
[ cHANGE TO CONTRACT INSURANCE [ courTorper [ BirTH/ADOPTION [J 2/TTO F/T

[J TERMINATE CONTRACT | [0 MARRIAGE/DIVORCE [J MOVED IN/OUT OF SERVICE AREA

EEEN FOR CHANGES {CHECK ALL THAT APPLY} T N |
[ ] CHANGE COVERAGE TYPE [ ADD DEPENDENT LISTED [ TERMINATE DEPENDENT LISTED [] TRANSFER/RE-ENROLLTO COBRA |
[ oTHer:

D BY EMPLOYER)

| crouE » A

EMPLOYER/GROUP INFO (TO BE COMPLETE

PLAN NAMY

rroover  [J vmo O peo
pos [J Access AMERICA

el L | — S s i

‘ On O

—— S S SRS T e S } ! T
- I I

[Paineary tanGuaci jopTioNa ] PLP UL NAN o —  TrcPTown - eee= T [cuRrinT pATIENT ' LT

} i i Oves Ono ,

SPOUSE INFORMATION

[ 5o,

Oves Ono
D PLEASE CHECK IF USING ADDITIONAL MEMBERSHIP APPLICATIONS FOR DEPENDENT € HILDREN BE SURE TO COMPLETE EMPLOYER AND SUBSCRIBER SECTIONS ON AD! IONAL FORMS

OTHER INSURANCE - IF YOU HAVE NOT COMPLETED THIS SECTION, YOU MAY RECEIVE A FOLLOW-UP QUESTIONNAIRE AND CLAIMS MAY BE DELAYED.

ARE YOU {)!*’«‘\N"’O\al LISTED ABOVE ('C\IE,R", D BY ANOTHER HFA[_"-—‘ INj JRANCE POLICY AT THE SAME TIME YOUR HPHC POLICY IS IN EFFECT? D YES T’.t.l\\i_' OMPLE TE D NO
NAME OF HEALTH PLAN MEALTH “LAN (D NUMBER FFFECTIVE DATE NAME




Thank you for choosing Harvard Pilgrim Health Care.

Please read the following instructions prior to completing this cnrollment/change form. This form may be used for all enrollment
transactions (Adding coverage. changing coverage. terminating coverage). Inorder to add. change or terminate coverage you must (1)
expertence a qualifying event. (2) complete this enrollment. and (3) provide the completed form to your employer within the allowed
timeframe or approved retroactive period.

Qualifving Events:

New Enrollment Contract change Termination

Open Enrollment Open Enrolliment Open Enrollment i

New hire date 7 - A\IHIT'i;l-glCJ'I)I\';!rL‘C - T/’::Iut-u;n_"_-\ Cancellation :
Prohali]mu?_\u P-c_rl.xl_[_i?upph-cuhlu ) "Ei_rl]{’:\zjnplinn Court Order Left ]".l;_lph\_\ ment - - i
Loss of In\uralﬁ-cc ) Loss of I_nsul.mce - - Moved lr'rum Area :
Empln_vm;‘nt Status ChungL: o Loss of Employer Premium contributions K;xrl.u;\gcr Eligible (gg deceised, LOx;.M

lard oft. COBRA nonpayment)

Employer Section: Your Employer must fill out this section as well as the Reason for Submission in full tor any transactions that this
form is used for.

Member Section: Please complete all of the employee sections of this member shup application in full. Failure to do so could delay
enrollment. You will receive your 1D card(s) and member benefit documents after your enrollment has been fully processed. If you are
adding or removing a dependent(s). just include the details about the dependent(s) that you are adding or removing off the plan.

= Product/Plan Name: Pleasc be sure to 1ill in the correct product code for the plan vou have selected. Your options are HMO.
POS. PPO and Access America. If yvour emplover offers multiple Harvard Pilgrim Plans. please indicate the Plan name as
listed on the enrollment materials to help clearly ditterentiate the plan you are choosing. If vou know the Plan MD #
(MDO000016670) the number to identify the plan product please include the information.

= Personal Information: In addition 1o yvourself. please include the personal information for every dependent that will be
enrolled on the Plan. IMPORTANT: Social security numbers (or personal tax identification number) for each member on

the plan are needed to ensure that federal regulatory reporting requirements are met. Social security numbers are not
displayed on the member's 1D card.

= Primary Care Provider: It your plan is an HIMO. you will need to select a primary care provider (PCP). It your plan requires
onc. it s important that you choose a PCP right away . Be sure to fill out this section for all members. including dependents.
Write the Harvard Pilgnim PCP ID (not the phone number) and the full name of the doctor vou have chosen to coordinate vour
health care without a PCP assignment. vour in-network benefits may be himited to emergency services only. To find a PCP or
lookup the PCP ID. visit www hanvardpilgrim ore, and use the doctor search feature available in the Member Section,
== Relation Code: Please use one of the following codes to designate the dependent’s relationship to the Employee:
® 02 Spouse/Civil Union
® 03 Child up to age 26
® 06 Disabled (verification required)
® 07 Ex-spouse
® DP Domestic Partner
® SE Spousal Equivalent
When this application is complete: Please sign the enrollment form and provide itto your employer. Your employer will need to sign

this form and will forward this application to Harvard Pilzrim Health Care for processing. If you need additional assistance
completing this form or selecting a PCP. please call a member services coordinator at 1-8 B8-333-4742.

Coverage underwritten or administered by Harvard Pilgrim Health Care. Harvard Pilgrim Health Care includes Haryard Pilgrim
Health Care. Harvard Pilgrim Health Care of Connecticut, Harvard Pilgrim Health Care of New England and HPHC Insurance
Company.

N 7SR O71R



Please take a few minutes to help us set up your membership by filling out the

Musmmacds T =
I enroliment torm,

Please read the instructions below carefully.

For members of HMO Blue” Network Blue? Blue Choice® HMO Blue New England™

or Blue Choice New England®™": You are required to choose a primary care physician (PCP) when vou
enroll. Please choose a PCP from vour plan’s provider direcrory. Be sure to read “PCP 1D =" in Section 2.
List vour PCP choice on vour enrollment form. The PCP ID number can also be found by visiting
www.bluecrossma.com and sclecting Find a Doctor.

For Access Blue™ Members: Although vou are not required to choose a PCP. we recommend you choose
one by following the instructions in Section 2 on the back of this page.

Important: Are vou covered by Medicare or other insurance? We need to know if vou or anyv familv member
listed have Medicare and/or other insurance. Please be sure to circle either Y (for ves) or N (for no) in the
correct box. This information will help us accurately coordinate your benetits. Please follow the instructions
in Section 2 and 3.

Print two copies, one for your records and one for vour emplover to sign and mail to Blue Cross
Blue Shield of Massachusertrs. In order to complete your enrollment request, your emplover is required
to sign the application.

Special Instructions for Student Coverage: If you are seeKing coverage for a full-time student dependent
over age 19, you may need to fill out a Student Certificate form. Check with vour employer to see if this
coverage 1s available,

Blue Cross Blue Shield of Massachusetts
P.O. Box 986001
Boston, MA 02298




Instructions

our Emplover

Your employer will fill out this section.

Type of Transaction - Check the boxtes) that apply

Subscriber Cancellation Codes. If the subscriber will not be continuing any Blue Cross Blue Shield coverage, carefully select one of the following and indicate
the three-digit code on the form.

Code # Situation Code # Situation
041 ® Changing to other Ith plan 061 ® Left emplovment

® \oluntary termination * (COBRA ending

* COBRA cancellavion (under 18 months or nunpayvment) 063 ® [ransfer
42 ® Over 63, changing to Group Medex® plan. (Requires Medicare A and B) 064 * Cancellation as of onginal effecrive date

* Over 65, changing to direct-pay Medex plan. (Requires Medicare A and B) 070 a Daisived

* Over 65, changing 1o Medicare supplement other than Medex plans e S NlGved GOt STAUIE (ot GEHN IO Serite dooa)
043 ® Medicare (age =< 63) e

076 * Military service

Note: If vour subscribers are adding or dropping one benetit only (medical/dental), please indicate “add medical.” “add dental,” “cancel medical,” or “cancel dental”
in the “Remarks™ section.

If your new hires are subject to a probationary period, please indicate the time frame in the “Remarks’ section, as well as the quahifving events for new enrollees.

If a subscriber is being moved from an active group to a retiree group (within the same account), this is a transfer and not a termination. Please include the Medical

or Dental Group = transferring to.

Cancellation dare will be the first dav of no coverage

Qualifving Events - Remarks:

To assistin the enrollment process, please use check boxes or write in applicable information in the “Remarks™ section of the form.

* Open Enrollment - Check this box for open enrollment

* New Hire - Check this box for new hires to the company.

® CCOBRA - Check this box if person is continuing coverage under COBRA.

* Add Spousc - Check this box if spousc 15 being added. Ensure date of marriage is within approved retroactive period.

* Add Dependent - Check this box if adding anv dependent

® Loss of Coverage - Check this box if person lost coverage through spouse or parent. Please include HIPAA Contnuous of Coverage Letter from prior company/insurer
If vou have QUESHIONS CONTACT YOUT ACCOUNT SCIVICE representative

® Other - Cheek this box if change to family requires additional explanation. Please write in the reason for change (e.g., Court Order. Adoption, New Dependent Law under
HCR, Legal Guardianship. ctc.). Include supporting documentation. If vou have questions concact vour account service representave.

Tell Us About Yourself (Member 1)

Please fill in all information that applies o vou. (REQUIREI*

PCP ID# - If vour health plan requires vou to choose a primary care physician (PCP), please fill in this section. Write the PCP 1D number (nof the telephone numben

of the doctor vou have chosen to coordinate vour health care. You'll find the doctor's PCI 1D number in the provider directory for vour health plan. If vou need help
choosing a PCE. please call our Physician Selection Service at 1-800-821-1388. A representative will be happy to help vou select a doctor. PCP D number can be found

at wwiw.bluecrossma.com, select Find a Doctor. .

Other Insurance - Do vou have other health insurance or Medicare? Please be sure to circle either Y (for yes) or N (for #o) ) in the correct box. If vou have other insurance,
please write the name of the other insurance company and its location (city and state),

To Add or Delete a Member - Are vou adding or deleting a member under vour existing membership? If ves, please fill in the areas in Sections 1 and 2. You mav need help
from vour emplover to fill in Section 1. Then, give us the details about the members vou're adding or deleting in Section 3 and/or Section 4

Tell Us About Your Spouse (Member 2)

If vou choose a Family membership. please fill in this section if vou want Member 2 to be covered. (REQUIRED)® (Note: Member 2 cannot be covered under
an Individual membership.)

Other Insurance - Does your spouse have other health insurance or Medicare? Please be sure to circle cither Y (for yes) or N (for #s) in the correct box. If your spouse has
other insurance. please write the name of the other insurance company and its location (aity and state).

s 3,4, and 3)

If vou choose a Family membership. please fill in this section for all children or other ¢ligible dependents you want to be covered. (REQUIRED)Y® (Note: Dependents cannot
be covered under an Individual membership.)

If vou have more than three dependents to be covered, please use additiongl Enrollment Forms as needed. Please indicate on the form that additional forms have been used
and write in the total number of dependents you want to be enrolled.

Section 5

Your emplover may have chosen to offer a personal savings account alongside your medical offering. Please consult your open enrollment materials and/or vour HR department
to determine if this applies o vou.

Select Personal Savings Account

For each option:

Start Date: Your start date will be considered established for tax purposes as of the stant date of your medical plan, provided that you have signed, dated and submitted the
completed application for these accounts on or before that dace,

End Date: Your end date is the date vou choose to stop deposits into the selected financial account, If vou have any questions please see vour emplover

Note: If vou are transterring from one medical/dental plan to another medicalidental plan, please provide notification that vou will be continuing vour personal savings account
by completing Section 5 of the Enrollment and Change form

Section 6

Emplovee: Please sign & date the application and return it to vour emplover. Emplover: Please sign & date the application and return to Blue Cross Blue Shicld of Massachusetts.

Signatures (Emplover & Emplovee)

(REQUIRET)* Under the Affurdable Care Act, we are required to collect the Social Securiny number for vou and an dependent enrolling in vour plan.




ITAdDC INCAU LIC A1IDL UCLIULIS W v LAroument dnd w.nange rorm.
-

Jefore F]llmg Out This Form. Plcase mail to: PO. Box 986001
'lease PRINT CLEARLY using blue or black Boston, MA 02298 or fax to 1-617-246-753
1K to avoid coverage delay or type in information Blue Gross Blue Shield of Massachusetts s an

Independent Licence of the Blue Cross and Biue Shield Association.

1. To Be Filled Out by Your Employer

Company Current Medical Group #: Medical Group #, Transferring To
Name
Current BCBS ID =, If anv Requested Effective Dare Date of Hire Current Denral Group Dental Group #, Transferring "To
MAL DD YYY M nn YYYY
“Tvpe of ‘Iransaction (If canceling, pleasc sce Remarks: (i.c., qualifyving cvent for a new add. change to family or other instruction)
nstructions for three digit
OADD terminarion codc.) - . —
O CHANGE 3 Open Enrollment Change to Family T Loss of Coverage
OV TRANSFER D I:’ ‘:] T New Hire T Add Spouse (HIPAA Continuation of Coverage Letter Required)
I CANCEL T COBRA OAdd Bopessdent 7 Other
2. Tell Us About Yourself (Member 1)
What T HMO Blue | T Dental Blue | TTHMO Blue New England Kind of Membership (Medical) | Kind of Membership (Dental)

products are
vou selecting?

T Network Blue
O Blue Choice
0 Saver Blue

3 Individual
0 Family

7 Access Blue
TIPPO

O Individual
3 Family

0 Blue Choice New England
0 Group Medex or Managed Blue for Seniors
O Blue Medicare Rx (Part D)

Your First Name ML Last Name Sex Date of Birth
Street Address / PO. Box = Apt = City / Town State Zip Codc
Social Sccurity = (REQUIRED)*: ‘Telephone #: (arca code) Other Insurance?’ Other Insurance Company Name City / State
( ) YO/N3
PCP ID =: (sce instructions) Name of PCP Ciry / State Is this vour D
current PCP? Mark X, if ves.

Arc you covered| Part A Effective Dare Part B Effective Date Part D Effcctive Date Medicare = Actively Working Y O /N O
by Mcdicare? If Retired, Date:

YO/NO A DD WYY | Mg DD Wy | and DD WYY 65+ 3 Disabled JESRD

3. Tell Us About (Member 2) Please Check One: 71 Spouse 7 Domestic Partner 7 Divorced Spouse (court ordered)
Member 2's First Name ML [.ast Name Sex Date of Birth
Streer Address / PO. Box =: Apt. # Citv / Town State Zip Code

Social Security = (REQUIRED)*: Telephone #: (arca code) Other Insurance?' Other Insurance Company Name City / State

( ) YO/N3
PCP 1D = (see instructions) Name of PCP City / State Is this vour D
current PCP? Mark X, if ves.

Is Member Part A Effective Darte Part B Effective Date Part D) Effective Date Medicare = Actively Working? YO /N O
2 C”"_C"-"-‘.bY If Retired, Date:
Medicare?
YO/NT | DD YWY [ ) WY | My DD wyy | TJ65+ T Disabled O ESRD

L. If you have not indicated Yes or No regarding your Medicare or other insurance status, you may receive a follow-up questionnaire.

Your Eligible Dependents (Member 3, 4, and 5)

4. Tell Us About

Dependent’s First Name ML Last Namce Sex FFull-time student and aged 19 orolder 7

3.) Disabled and aged 26 or older 0

lf)’m‘ial Security £ (REQUIRED)*{ Date of Birth PCP 1D =: (scc instructions) Name of PCP Is this vour I__—l
current PCP? Mark X, if ves.

Dependent’s First Name M.l Last Name Sex IFull-time student and aged 19 orolder 3

+.) Disabled and aged 26 or older 0

Facial Secunty = (REQUIRED)*{ Date of Birth PCP ID =: (scc instructions) Namec of PCP Is this vour D
current PCP? Mark X, if ves.

Dependent’s First Name M.I | Last Name Sex Full-time student and aged 19 or older 7}

5.) Disabled and aged 26 or older a

It‘iuciul Security # (REQUIRED)*| Darc of Birth PCP ID =: (sce instructions) Name of PCP Is this vour D
current PCP? Mark X, if ves.

Please check if you are using separate forms for additional dependent children [ Total = of Dependents:

a. Select Personal Savings Account
. . FSA GOAL AMOUNTS: (Please
LJHSA: Health Savings Account oo End Bue: sce in,:trucnuns for limits.)
[J FSA - Health: Health Flexible Spending Account Start Date: End Date: Hecalth $:
LJFSA - Dep.: Dependent Care Reimbursement Account| Start Datc: End Date: Dependent Care $:

e ‘
b. Signature (Employer & Employee)

The information here is complete and true. I understand that Blue Cross and Blue Shield will rely on this information to enroll me and my dependents or to make changes to my
membership. I understand that [ should read the subscriber certificate or benefic booklet provided by my emplover to understand my benefits and any restrictions that a pply to my
health care plan. [ understand that Blue Cross and Blue Shield may obrain personal and medical information about me o carry out its business, and that it mav use and disclose that
information in accordance with law. T acknowledge that [ mav obeain further informarion about the collection, use. and disclosure of my informarion in "Our Commitment to
Confidentiality,” Blue Cross and Blue Shield's notice of privacy practices.

Emplovee’s Signature Date Emplover’s Signature Dare




Important Notice for
Benefit Eligible Employees

There is a 30 day window from the qualifying event, to notify the Health Insurance
Companies of any changes to your health insurance. If the insurance companies do not receive
the appropriate documentation within the 30 day window the employee and/or dependent(s) cannot
be enrolled until the next July 1** (through the annual Open Enrollment period) or until a subsequent
qualifying event.

Please take the time to come in and submit the following changes as soon as they happen:

1. New Hires

2. Change of Employment Status - under/over 20 hours per week

3. Birth/Adoption - Birth Certificate or Adoption Certificate

4. Marriage - Marriage Certificate

5. Divorce, Legal Separation or Remarriage of an Employee or his/her Spouse

6. Involuntary Loss of Coverage - see HIPAA and CHIPRA Special Enrollment Notices

7. Change in Residence — this can affect your health plan, receiving your1099 HC and mailings
8. Name Change

9. Phone Number Change

10. Adult Children turning Age 26 - see attached notice from West Suburban Health Group

* Please Note: Disabled Children over 26 will need appropriate paperwork completed and
approved by the insurance company each year to continue to be insured.
11. Turing age 65

12. Entitlement to Medicare for employee, spouse or child

)

Not updating your personal information could also result in costly consequences
of claims being denied or not being paid in a timely manner.

Thank you in advance for your cooperation.

Donna Bouchard
Benefits Administrator
508-841-8359 or email Benefits@shrewsburyma.gov



Employee HSA payroll deduction form .
6 HealthEquity

Return completed forms to:

Company name:

Attn:

Fax:

Email address: _ -

Annual employer contribution information

Self-only Family Other (optional)

For mid-year enroliees, contact your HR department for your pro-rated employer election amount.

Notes

HSA contribution limits and contribution calculator

= —
2018 annual HSA contributions 2019 annual HSA contributions
Coverage type Tc_)__ta[ annual contnbuh‘fm' Per month_ ~ Coverage type ~ Total anp_ual contribution’ Per mj_"ﬂh
S;-Tf-only B . " 13;50 7 _ _ . 5?_87;})_ 7 Sﬁeﬁ!ffo—ni-,‘ _* 77_ S3ﬂ ) 7_ | 52_9_1 67 |
Ramiy | 36,900 $575.00 Family | $7,000 | $58333
Catch-up contributior {age 55+1: additnonal $1,000/year Cazch-up contributon (age 55+): addihonal $1,000/year
Total annual contribution i Total annual employer contribution Total eligible amount
I - N B (MINUS) n - o : ‘ - T} o . -
Total eligible amount Enter number of pay periods remaining Per-pay period max withholding
/ in the year from form submittal date :
'0 T o o (DIVIDED) || — T 1 o ] 0 S T o i

Eligibility and contribution limits to your health savings account (HSA) are determined by the effective date of your high-deductible health plan
(HDHP). If you're covered as of December 1, you're considered an eligible individual for the entire year and you're not required to pro-rate your
contributions. If you cease to be an eligible individual during the next calendar year, any funding over the prorated amount is considered an
excess contribution and subject to a penalty and income tax. For further information or to review eligibility, please contact HealthEquity
Member Services at 866.346.5800

Employee information and authorization

Employee name Last 4 of SSN or employee ID
P

Please withhold § from my (weekly/bi-weekly/monthly) payroll and apply the funds ta my HealthEquity HSA.

nature Date

HealthEquity.com 866.346.5800



Town of Shrewsbury
Basic & Optional Life Insurance FAQ

How much life insurance does the Town offer?

The Town of Shrewsbury offers employees the opportunity to purchase $7,000 of
basic life insurance, and will pay 50% of the premium. Your cost for the basic
coverage 1s $4.24 per month.

How much more insurance can I buy?

If you enroll in basic life insurance you may also purchase optional life insurance
in increments of $10,000 to the maximum of $500,000 (not to exceed 7 times your
base pay), with a guaranteed issue amount of $150,000. Over the age of 70 the
guaranteed issue is $10,000 without additional health questions.

What is the cost of optional life insurance? _
See the back of this sheet for rates. This cost is based on your age at the time the
policy is issued; therefore, your premium will not increase as you get older.

Can I purchase life insurance for my spouse or children?

Yes, however; you must have optional life coverage in order to insure your spouse
and/or children. For your spouse you can purchase optional life insurance in
increments of $10,000 to the maximum of $150,000 (not to exceed 100% of your
optional life coverage), with a guaranteed issue amount of $30,000. For your
unmarried dependent children to age 19 (or up to 25 if a full-time student) you can
purchase $10,000 of optional life insurance.

Can I wait until I’m older to sign up for this coverage?

Each employee is offered one opportunity to sign up for this coverage without
having to submit medical evidence of insurability. This means that in your first 30
days of employment you are guaranteed up to $150,000 of insurance without
having to answer any medical questions. When you get older you may not be
medically capable of qualifying.

How can I get more info?
For more information please contact Donna Bouchard at (508) 841-8359.

Eff. 7.1.2018



BOSTON MUTUAL LIFE INSURANCE COMPANY 1-800-669-2668 x700
120 Royall Street « Canton, MA 02021

PLEASE PRINT OR TYPE Please refer to your Administration Kit Sfor enrollment and mailing instructions

GROUP B 'S ENROLLMENT FORM

Employer/Policvholder Depe. ID
- L1 il y | [
Emplovee Name sz, Fine, Muddle Social Security Number
{ )
Home Address /Street. Ciny, State, Zip) Telephone #
PAYROLL . Weekly = Bi-Weekly

Gender (M/F) Occupation or Job Tite s of Birth Age TYPE: J Monthly A Annual Famn ngs: §

Average Hours Warked Date of Hire or - Date of Full Time Employment if different Ettective Date State Class

Spouse 1 Lact, Firee, Middle Gender (M \gv

No. of Dependents

Z
S
=
=
=
o
-
&
z
i
=
=}
-
=
=
@

You Must Have Basic Coverage to Elect Volunta

BASIC: YOLUNTARY:

se to Elect Dependent Coverage

Group # Div. YES NO Insurance Amount Group # Div. — YES NO Insurance Amount
w LIFE & AD&D .| -4 S LIFE & AD&D I | <4 % I
&= ~ .
3 SPQUSE - = B _

DEPENDENT LIFE:
CHILD(REN) d -4 8

Name of Your Beneficiary(ies) for Life and/or AD&D Benefits: (7

tal Percentage of Benefit i

Primary Bcneﬁciary(i:w: Residential Address Date of Birth Social Security # Tel. 2 Relationship % of Benefit

Contingent Beneficiary(ies):

BENEFICIARY

If you designate more than one beneficiary, please be sure the toral percentages of benefit equals 100%. If you do not designate a percentage
payable for cach beneficiary, the total proceeds payable will be divided equally among cach beneficiary. If an insured dependent dics, we will pay the
proceeds to you.

ACCEPTANCE OF INSURANCE - Em ployee Signature Req

Lapply for the insurance for which [ am now eligible for for which I may become cligible) under the provisions of the Group Policy or Group Policics issued
to my employer by the Boston Murual Life Insurance Company and authorize deductions, if any. from my carnings of the required premium
contribution toward the cost of the insurance. [ understand that if 1 am disabled on the dare my tusurance would otherwise become effective, [ shall
only become insured on the dute I return to active fill-time work. | further understand that if I decline insurance coverage for which [ am now eligible
and [ desire to participate in the plan at a later date, | must furnish, ar my own expense. evidence of insurability satisfactory to Boston Murual Life
[nsurance Company.

SIGNATURE

Signature of Employee — — R - ST = Date __ R B

Emplovee Name - . Employce/Policyholder S . _ B Group No. .

1, Middle
I hereby certify that I have been given an opportunity to participate in the Group Insurance Plan offered by my Emplover ror the Assoctation with whom I am
affiliaied) and insured by Boston Murual Life Insurance Company and that 1 have declined to do so with respect to:

< Basic Life & AD&D - Volunrary Life & AD&D - Dependent Life
I further understand that if [ desire to participate in the Plan at a later date with respect to the coverage checked, I must furnish, at my own expense, evidence
of insurability satisfactory to Boston Mutual Life Insurance Company.

Signature of Employec S — — S . ~ Date - = e e —
Signature of Witness __ o o o . o o _ Date - = o o

BAMI - 328Bun-Val ENR 241285 V13
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Group Basic Life and Accidental Death & Dismemberment
Benefit Summary for Eligible Employees of Town of Shrewsbury

The following information is a summary of benefits; this summary is not your Certificate nor does it constitute coverage for claim. Anv discrepancies between this
summary and the group policy will be resolved by the language issued in the master policy. Please contact vour benefits administrator for policy provisions.

Eligibility

All Eligible Active Employees working a minimum of 20
hours per weck are eligible. If vou are not actively at work on
the effective date then insurance will not become effective until
You return to active emplovmnent.

Employee Basic Life and AD&D Benefit

e Flat §7,000.

* Upon retirement, Basic Life and AD&D coverage
continues at $7,000.

Cost of Coverage

You, the employee, currently contribute to the cost of the
Basic Group Life and AD&D coverage. Please consult your
Benefits Administrator for specific contribution percentage.

Portability

If you leave your employment prior to age 60, the coverage is
“portable™ for you. You may elect to exercise this option in
accordance with the provisions as defined by the policy. The
coverage would not include Waiver of Premium.

Conversion

Employees have 31 days from the date of termination to
convert their Basic Life Insurance to an individual permanent
life policy without evidence of insurability. The premium will
be based on Boston Mutual’s usual rate for the insured's age
on the date of conversion. Coverage will not include Waiver
of Premium.

Waiver of Premium

If you become totally disabled prior to age 60 and remain
totally disabled for the period stated in the policy, Boston
Mutual will continue your insurance without any further
payment of premiums subject to the provisions of the contract.

Accelerated Death Benefit

This provision enables an employee diagnosed and certified
by a Doctor with a terminal illness. resulting in a life
expectancy of twelve months or less, to receive a portion of
the life insurance benefit prior to death. The remaining benefit
will be paid to the beneficiary.

Education Benefit

We will pay a percentage of an employee’s life insurance
benefit to a maximum of $2.500 per year, for up to four years
of education. to each qualifying dependent if the employee's
death is the result of an accident while covered under Group
AD&D.

Seat Belt Benefit

We will pay an additional 50% of the AD&D benefit, not to
exceed $10,000, in the event of an insured’s death as a result
of an automobile accident while wearing a properly secured
scat belt.

Repatriation of Remains Benefit

If an employee dies as a result of an Accident while insured
for AD&D and the death occurs outside a 100 mile radius
from his or her primary residence, we will pay for Covered
Expenses reasonably incurred to return his or her body to their
primary residence up to $5,000.

Exclusions

Under the AD&D coverage, benefits are not payable for losses
caused by or contributed to by: self-inflicted injuries, suicide
or attempted suicide, riot or war, discases, ptomainc or
bacterial infection, drug and/or alcohol abuse, commission of
an assault or felony by an employee, accident while serving on
active duty, travel or flight in any aircraft or device which can
fly above the carth’s surface (does not apply to commercial
flights) or injury which occurred before the Emplovee was
insured by this policy. All exclusion details are stated in the
master policy and certificate which may be reviewed through
your benefit administrator.

Also available to you...

Bereavement Counseling*

This service is provided to all beneficiaries who
experience the loss of a loved one. Beneficiaries have
access to a toll-free counseling service supported by
professional counselors experienced with the human
emotions associated with the death of a loved one.

*Services provided by Health Management Systems of America - a
nationally recognized leader in the field of Mental and Behavioral
Health Care Services. These services are currently available but are not
part of your Boston Mutual policy/contract.

Policy Series GRTP (499) 120 Rovall Steeet » Canton. MA 02021 » 800 669 266% « WWW BOSTONMUTUAL COM Form 335-4037 - 32(b) LIFE -ADD  Town of Shrewsbury 517




